all commonly found with this tumour. Usually, however, in the long bones the lesion is eccentrically placed, but here occupies the full width of the bone, resembling the appearances found in the small tubular bones. A well-defined margin in keeping with the benign nature of the tumour is characteristic, and a definite rim of sclerosis is often found, although not marked here. The scalloped appearance is not uncommon, but most cases reported have a more regular homogeneous appearance.
The typical case can be distinguished from an osteoclastoma, aneurysmal bone cyst, chondromia and chondroblastoma as well as a simple cyst.
The microscopic appearances in this case leave the diagnosis in no doubt, but a chondromyxoid fibroma may be mistaken for a malignant lesion such as a chondrosarcoma or a chondromyxosarcoma. Fig 3 illustrates the characteristic lobulated appearance with areas of pale staining chondromyxoid tissue being broken up by the darker staining vascular fibrous tissue. Fig 4 shows the typical cellular components, the stellate myxomatous cells becoming intermingled with the round chondrocytes, lying in lacunae, both enveloped in the chondromyxoid matrix. The fibrous component, more cellular, is separate and distinct.
Although this tumour is rare, its recognition and differentiation from the malignant tumours which it may resemble is imperative, for the prognosis is very good with local treatment. Recurrences have been reported following curettage and they seem more often to occur in the younger patients. (1961) The congenital vertical tali only will be discussed, except to say that other congenital abnormalities are commonly associated with this condition.
The right foot showed the typical features. The foot is rocker shaped, the longitudinal arch being inverted and rigid. The marked prominence on the medial aspect of the sole is the head of the talus. The heel is high and everted and the forefoot abducted. There is a dorsal prominence at the tarsometatarsal junction. The left foot shows features which are similar but much less marked (Figs I and 2) . posterior capsules of the ankle and talocalcaneal joints were divided. This permitted correction of the equinus heel. The neurovascular bundle was retracted posteriorly and the navicular removed, the tibialis posterior tendon insertions being preserved. The talus was stripped of its medial and inferior attachments and could then be elevated to the horizontal position. The tibialis anterior tendon was detached from its insertion and passed from above downwards through the neck of the talus and sutured to itself, thus maintaining the talus in position. The tendo achillis was loosely sutured and a Kirschner wire passed through the calcaneum from behind, in a 14 Proceedings ofthe Royal Society ofMedicine 6 forward and upward direction into the talus, to stabilize the hindfoot. The wound was closed and a plaster cast applied, moulding the forefoot into the corrected position of plantaris and adduction.
The Kirschner wire was removed two weeks later when the plaster was changed. Weight-bearing was not permitted for six weeks. The plaster was removed finally eleven weeks after operation.
At this early stage the result is encouraging. The marked equinus of the heel and abduction of the forefoot has been corrected and the longitudinal arch restored (Figs 4 and 5) .
The post-operative lateral radiograph ( Fig 6) shows a satisfactory reposition of the tarsus. The position of the talus is now normal and the heel equinus is markedly reduced, thus reducing the dorsiflexion of the forefoot at the midtarsal level.
Discussion
The disappointing results of conservative methods of treatment, even in very early cases, has led to a variety of operations being advocated. Hark (1950) noted two types of surgical procedure recommended in the literature: astragalectomy the more popularand excision of the head of the talus. He described an operation first correcting the equinus heel by elongation of the tendo achillis and posterior capsulotomy of the ankle and then mobilization and reposition of the talar dislocation, with lengthening of the extensor and anterior tibial tendons.
Osmond-Clarke (1956) noted the failure of manipulative methods and described an operation for this deformity. The talus could be reduced after division of its ligamentous attachments and stability was achieved by transplanting the peroneus brevis tendon to the neck of the talus. History: This baby was 7 weeks premature and on the third day developed jaundice. Serum bilirubin estimations were performed daily from the third to tenth day on blood obtained by femoral venepuncture (Max. level 1 1 6 mg/I00ml).
Infective Arthritis of the Hips in Infancy (Two Cases) J C A Madgwick FRCS (for Charles Gray FRCS) and R H Maudsley FRCS
He made good progress, apart from a superficial staphylococcal skin infection behind theright ear, until the fifteenth day when he refused his feeds, developed a temperature of 100-40F, and was found to have swollen thighs.
Investigations: W.B.C. 28,000 (polys. 62 %).
Blood culture grew Staph. aureus resistant to all antibiotics tested except chloramphenicol and erythromycin. X-ray of pelvis and femora showed subluxation of hip-joints but no evidence of osteomyelitis. Aspiration of hip-joints produced pus containing Staph. aureus. Treatment: Skin traction was applied to both legs. The baby was given chloramphenicol and erythromycin for three weeks followed by erythromycin and novobiocin for a further fourweeks. Scalp vein transfusions of whole blood were given on two occasions because of anemia.
Progress: Recovery from staphylococcal septicaemia was rapid but pathological dislocation of both hips occurred and changes of osteomyelitis of the proximal ends of both femora were seenr U -_ -~~~~~~~~a 
